Background: Guidelines of the International Society for Pediatric and Adolescent Diabetes (ISPAD) recommend screening for DR in children with T1D starting at age 10 with at least 2 years of T1D. Compliance has been shown to be compromised by barriers including access. It may be argued that screening could be optimized if offered in a convenient way in a standardized fashion. Aims: To evaluate the prevalence of DR in youth that comply with ISPAD screening criteria and assess differences between those that had their screening done at their routine diabetes clinic visit (DCV) vs those that had it at an outside ophthalmology office. Methods: Patients with T1D during the period 02/01/15-01/31/16 were identified by Registered Nurse and medical records reviewed. Those screened at the same time of their DCV had mydriatic digital fundal photography reviewed by an experienced pediatric ophthalmologist. Reports of DR status of patients with screening performed at an outside ophthalmology office were collected by the Registered Nurse. Results: 418 individuals met screening criteria, 190 were screened at DCV and 228 individuals at outside ophthalmology office s. Subjects who underwent screening at DC were more likely to be African American (16% vs. 2%, p b 0.0001), had worse glycemic control (HbA1c 8.9% vs. 8.2%, p = 0.0002), higher LDL cholesterol (98 mg/dl vs. 91 mg/dl, p = 0.05) and less likely to be using insulin pumps (33% vs. 51%, p = 0.0001). Overall, 10 subjects (2.4%) had evidence of mild, non-proliferative DR: 9 were screened at DCV (p = 0.006). 8 of the 10 patients were African American (p b 0.0001). Subjects with evidence of DR, compared to those without were older at screening (17.1 vs. 15.3 years, p = 0.05), had longer duration of T1D (10.2 vs. 7.1 years, p = 0.007) and worse glycemic control (HbA1c 11.2vs. 8.4%, p = 0.008). Conclusions: The prevalence of DR was higher among subjects screened through our in-house initiative than among subjects who were screened through outside ophthalmology offices. Those that elected to be screened at DCV had higher prevalence of risk factors for development of DR. Clinical Implications: These data support the importance of having DR screening in conjunction to DCV in order to reach high risk patients. Background: Type 1 diabetes mellitus (T1DM) requires lifelong insulin therapy. Glycemic control, self-management and continuity of care are key for minimizing longterm complications. The rising incidence/prevalence of T1DM is challenging health systems to find effective ways to transition young adults from pediatric to adult-oriented services. Presently, there is a paucity of evidence regarding T1DM transition programs from hospital to communitybased settings and patient perspectives are rarely taken into account. Aims: In the context of a pilot transitional care project featuring nurse-led consultations we sought to: i) assess adherence to self-care recommendations, ii) examine the therapeutic relationship from the patient point of view, iii) assess patient satisfaction and links with caring attitudes/behaviors. Methods: The project aimed to develop/implement a structured T1DM transition consultation. This included nurse-led consultations to accompany and guide patients from pediatric to adult-oriented settings. We conducted a descriptive, cross-sectional study of patients (16-25 years). When possible, glycated hemoglobin (HbA1c) measures were collected and patients completed the Self-Care Inventory Revised (SCI-R) and Caring Nurse-Patient Interaction Scale (EIIP-23P). Results: In total 20/58 (34%) of patients (20.1 ± 2.5 years) responded to the survey. Only 3/14 (21%) met the ADA target for HbA1c (only one met NICE criteria). Patients reported the highest adherence ratings for medication and managing hypoglycemia (both 4.5 out of 5) while diet was lowest (2.75). Patients rated respect for privacy and basic needs as the most important (and most frequently observed) type of nursing care. Diabetes knowledge and technical competence were cited as very important. Overall, satisfaction ratings was (4 out of 5) and patients were most satisfied with the humanistic aspects of nursing care (i.e. encouraging/accompanying patient). Conclusions: Reaching HbA1c targets remains challenging. Young adults value healthcare professional who respect individuality and autonomy. Patients were satisfied with nurse-led consultations. Clinical Implications: Nurse-led transitional care is one response to the growing numbers of patients with T1DM. To be effective in such roles, nurses need to be knowledgeable, have technical competence and must employ a humanistic approach -providing support and encouragement for patients to draw on internal coping resources. Clinical Presentation: On presentation to our endocrine clinic, AHW was found to have moderate acne; height + 3.97SD and weight + 4.68SD; Tanner stage G4 and pubic hair 3, with a bone age of 11 years. Relevant Past History: 18mth history of repeated visits to medical professionals for accelerating growth, development of pubic hair and acne. Evaluation: Investigations showed a high 17-OHP with a flat cortisol response, increased testosterone and DHEAS. Levels consistent with a diagnosis of Congenital Adrenal Hyperplasia (CAH) due to 21-hydroxylase deficiency. This was later confirmed on gene testing. A Lucrin stimulation test was performed which returned a pre pubertal response. Interventions: He was commenced on Glucocorticoid replacement at 15.5 mg/M2/day. At 3 yr 1mth, he was seen to have further progression of puberty, a repeat Lucrin test was performed, returning a pubertal response. He was commenced on a GnRH anaologue (Lucrin 30 mg). Discussion/Recommendations: CAH encompasses a group of autosomal recessive disorders, each of which involves a deficiency of an enzyme involved in the synthesis of cortisol, aldosterone, or both. Females with a severe form of CAH are usually picked up at birth due to ambiguous genitalia. Male babies with CAH are born with normal male genitalia, therefore they are often missed until severe salt wasting presents within the first 1-3 weeks of life. The less severe forms often present later in childhood with early development of pubic hair and/or phallic enlargement, accompanied by accelerated linear growth and advancement of skeletal maturation (simple virilizing adrenal hyperplasia). Individuals diagnosed with CAH have been shown to have a final height (FH) shorter than their target height and the general population. There is a greater burden on FH, in individuals whom had a delay in diagnosis. Due to the extended exposure to androgens and advancement of bone age which is further exacerbated by treatment fluctuations of glucocorticoids and a subsequent reduction in their pubertal growth spurt. This case is being used to highlight the impacts of a delayed diagnosis and review current clinical treatments available to maximise final height. Clinical Presentation: G.G and H.T were both referred for investigation of primary amenorrhea. Neither girl had a particular phenotype, the onset of thelarche was age appropriate, at the age of 12 years. At presentation both had completed puberty with breast Tanner stage V, pubic hair stage V, both had an absence of menses. Relevant Past History: G.G has a background of Type 1 DM, diagnosed 1 year to presentation with excellent control. H.T had presented to her general practitioner 2 years prior with PCOS like symptoms, and was commenced on the contraceptive pill. Neither of the girls has a family history of late puberty. Evaluation: G.G had an age appropriate hormonal level and went on to have a pelvic U/S and subsequent MRI, with a finding of uterine didelphys with two separate endometrial cavities, two cervical canals, both distended due to haematocolpos, associated unilateral kidney hypoplasia. H.T had age appropriate hormonal levels, underwent a pelvic U/S and MRI, and was found to have an absent uterus and a rudimentary cervix, with no introitus that could be visualised, but had normal ovaries.
Interventions: G.G underwent a Vaginoplasty that required a two doyle nasal septal splints + silicon layers to be sewn in place to form a vaginal splint, with follow up dilation therapy. H.T requires ongoing dilation therapy and ongoing psychological support to understand and come to terms with the diagnosis. Discussion/Recommendations: Primary amenorrhea should be investigated in any girl with secondary sexual characteristics who has not had menstruation by the age of 15 years or 5 years post breast development. Primary amenorrhea is usually a result of genetic or anatomical abnormalities and in some cases if left undiagnosed can lead to a life threatening event. Secondary diagnoses such as Type 1 DM and PCOS can delay a diagnosis due to higher rates of secondary amenorrhea within these subgroups; these cases hope to highlight the need for thorough investigation in all girls with a presentation of amenorrhea. Background: Classic congenital adrenal hyperplasia (CAH) due to 21-hydroxylase deficiency (21-OHD) is characterized by cortisol and aldosterone deficiency and androgen excess and is divided into 2 subtypes: classic and nonclassic (NC). Depending on the degree of aldosterone deficiency, classic CAH is further subdivided into saltwasting (SW) and simple-virilizing (SV). There is some overlap in the clinical management of the classic (severe) and NC (mild) forms, although lifetime glucocorticoid therapy is not indicated for NC males. Patient Demographics: 8 y/o Caucasian male presented to our clinic for evaluation of possible CAH. Clinical Presentation: Patient presented with pubic hair and 3 year bone age advancement. Relevant Past History: Newborn screening for CAH was negative and patient had normal developmental milestones with no prior illnesses, surgeries, or hospitalizations. At age 8, he was noted to have public hair and advanced bone age. Physical examination was significant for testicular volume (4 cm 3 right, 5 cm 3 left) indicating onset of central puberty.
Relevant Family History: 13y/o sister was diagnosed with classic 21-OHD CAH following a positive newborn screen. She had mild clitoromegaly and no other genital ambiguity. She was treated with hydrocortisone and fludrocortisone from 2 weeks of age. CYP21A2 genotyping revealed mother heterozygous Q318X; father V281 L/I172N; patient V281 L/Q318x; sister I172N/Q318X. Evaluation: Early morning laboratory evaluation showed 17-hydroxyprogesterone (17-OHP) 368 ng/dL, androstenedione 59 ng/dL (31-65), plasma renin activity 1.7 ng/mL/h (0.8-2.0). ACTH stimulation test confirmed the diagnosis of NC CAH with 17-OHP 3395 ng/dL at 60 min. Interventions: Hydrocortisone 5 mg/2.5 mg/5 mg (9.5 mg/m 2 /day) and GnRH analogue were started. Nursing intervention included education to family about the various forms of CAH and emphasis on oral stress dosing and injectable hydrocortisone training to prevent adrenal crisis. Discussion/Recommendations: Our patient's phenotype and genotype were consistent with the diagnosis of NC CAH due to 21-OHD, despite his sister having classic CAH. Family genetic counseling was suggested. Treatment of classic and NC CAH includes prevention of short stature, prevention of adrenal insufficiency and management of early central puberty. Nurses should be aware of the genetic complexities of this
